SUMMARY Thirty-eight of 58 patients with skeletal tuberculosis (TB) reviewed were immigrants and 20 were of British indigenous origin. Spinal involvement in 28 cases was less common than involvement of peripheral joints, bones, or tendon sheaths (30 cases). Predisposing factors, including previous TB, were present in 70% of British patients and 31 % of immigrants. Follow-up study of 23 cases showed that a complete clinical recovery of the skeletal disease was more likely in immigrants than indigenous cases and also in cases referred to hospital early. Immigrants presented usually within 5 years after arrival in Britain and at a younger age than indigenous cases; a quarter had additional sites of infection outside the skeletal system. Skeletal tuberculosis in the indigenous population remains very uncommon, and in half of these cases a history of previous TB was given. The need for continued awareness of skeletal TB is stressed, especially in immigrants, and also the importance of early diagnosis and institution of appropriate therapy.
In the British Isles the incidence of tuberculosis (TB), both pulmonary and extrapulmonary, has been steadily declining, and in the past 20 years has fallen by 12 % per annum.1 However, the notification rate of TB in immigrants, particularly Asians, has been steadily increasing. In some centres in Britain TB is now more common in immigrants than in the indigenous population.2 3 Skeletal TB remains a rare site of extrapulmonary TB and now presents infrequently to most hospital departments. It is recognised that early diagnosis is important, as early treatment results in cure and avoids the high morbidity that occurred before antituberculous therapy came in. We have undertaken a retrospective and follow-up study to assess the experience gained by all departments of the London Hospital in the management of skeletal TB. The London Hospital has always served a changing immigrant population, which in recent years has been increasingly of Asian peoples, especially from the Indian subcontinent.
Materials and Methods
A retrospective and follow-up study of musculoskeletal TB were reviewed and 58 cases were identified (2 of which have been the subject of an earlier publication4). Forty patients had either histological evidence of TB or tubercle bacilli had been isolated from synovial fluid or biopsy specimen. An additional 18 cases were included, 11 with spinal disease. These 18 cases had clinical and radiological features characteristic of TB which responded to antituberculous therapy but without histological or microbiological confirmation. A letter was sent to 53 patients (5 whose records showed they had died being excluded) inviting them to attend once for an additional follow-up consultation in the rheumatology department. Twenty-three patients attended for follow-up in response to the letter and were questioned about residual symptoms, examined clinically, and categorised as follows: (1) The hospital departments to which patients were initially referred were as follows: orthopaedic (20), rheumatology (16), general medical (13), neurosurgical (4), neurology (2), general surgery (2) , and paediatrics (1) . Thus the majority of cases (62%) were initially referred to orthopaedic or rheumatology departments.
The sites involved by skeletal TB are shown in Table 1 . Spinal regions affected were cervical in 2 Recognised predisposing factors were present in 14 of the 20 indigenous cases compared with 11 of the 38 immigrant cases. These factors were previous pulmonary TB, reactivation of skeletal TB at the same site, a history of recent contact with TB, systemic steroid therapy, and trauma (Table 3) . Ten indigenous patients gave a history of having had TB before triple therapy was available. The sites of reactivation were knee (2 cases), spine (1 case), ankle (1 case), and hip (1 case). In 3 immigrants pulmonary TB had occurred within the previous 5 
Follow-up study
Twenty-six of the 53 patients responded to the follow-up letter; 22 were reviewed in the rheumatology department and I by a colleague in Birmingham. Three patients (2 indigenous and 1 immigrant) were unwilling to attend for review. The clinical outcome at follow-up grouped by affected site into spine, upper or lower limb involvement, and rib involvement is shown in Table 4 . The mean duration of follow-up was 4*4 years in indigenous and 3 5 years in immigrant patients. Complete recovery occurred in 5 of 7 immigrants with spinal TB. Upper limb involvement had a more favourable outcome than lower limb involvement. The duration of treatment in all cases which were reviewed exceeded 1 year, but there was no other correlation between the duration of treatment and eventual outcome. Surgical treatment had been performed in 9 of 14 cases which had made a complete recovery and 8 of 9 cases which had made a partial recovery.
Patients who made a complete recovery had been referred to hospital earlier than those who made a partial recovery. There was also a greater delay in referral to hospital among indigenous than immigrant cases, and this was associated with a less favourable outcome.
The estimated duration of supervised antituberculous treatment in the 35 patients who were lost to this follow-up study was 16-6 months in 12 British patients and 13-7 months in 13 immigrants.
Discussion
Tuberculosis remains an important cause of disease in the United Kingdom, with 10 000 new cases and 2500 deaths being reported each year.5 Almost a quarter of TB notifications are of disease at nonrespiratory sites, with a higher incidence among immigrants. Skeletal TB accounts for about a 
